STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Blue Ocean Care Home CHAPTER 100.1
Address: Inspection Date: March 6, 2020 Annual
91-1030 Keoneae Place, Ewa Beach, Hawaii 96706

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION Completion
Date
<] | §11-100.1-9 Personnel, staffing and family requirements. PART 1
(b)
All individuals who either reside or provide care or services 0
to residents in the Type I ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance.
' USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLLAN OF CORRECTION Comjpletion
Date
> | §11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services
to residents in the Type 1 ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Substitute Care Giver #1 and Household Zm:%m_. #1 - No IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
<] | §11-100.1-15 Medications. (e) PART 1

All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.

FINDINGS
Resident #1 — Multiple medications (Melatonin, Miralax,

and Tylenol) without specific dosages in medication orders.
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CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
. Date
§11-100.1-15 Medications. (¢) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN, FUTURE PLAN
INDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Muliiple medications (Melatonin, Miralax, PLAN: WHAT WILL YOU DO TO ENSURE THAT
and Tylenol) without specific dosages in medication orders. IT DOESN’T HAPPEN AGAIN? w\ y
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(3)
During residence, records shall include:

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident’s response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS

Resident #1 — Monthly progress notes do not include
observations of the resident’s response to medications and
diet.

PART 1

Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
FUTURE PLAN

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident’s response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS

Resident #1 — Monthly progress notes do not include
observations of the resident’s response to medications and
diet.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

X

§11-100.1-17 Records and reports. (f)(4)
General rules regarding records:

All records shall be complete, accurate, current, and readily
available for review by the department or responsible
placement agency.

FINDINGS

Resident #1 — Emergency information sheet medications not
up-to-date and doesn’t accurately reflect resident’s mobility
status and diagnoses.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PILLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (£)(4) PART 2
General rules regarding records:
All records shall be complete, accurate, current, and readily FUTURE PLAN

available for review by the department or responsible
placement agency.

FINDINGS

Resident #1 — Emergency information sheet medications not

up-to-date and doesn’t accurately reflect resident’s mobility
status and diagnoses.
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Licensee’s/Administrator’s Signature:
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Licensee’s/Administrator’s Signature:
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Date:
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